cannot be made with such implicitness without any detailed postoperative analysis of lead position [2] . It totally ignores reports of promising clinical effects in PD patients secondary to stimulation of the region dorsal to the STN [3] [4] [5] [6] .
Furthermore, Rodrigues et al. remarkably appear not to be aware that detailed documentation of electrode location does not exclusively require MRI but can be performed perfectly on CT [7] [8] [9] .
Rodrigues et al. write that 'the prevalence of suicidal ideation/suicide attempt after STN DBS has been reported as 0.3-3% …' However, none of the studies cited by Rodrigues et al. [10] [11] [12] performed a detailed postoperative documentation of the lead position to ascertain that the active contacts were actually placed in the STN.
The authors write, 'Furthermore, different active contacts were not tried, as they were consistently the contacts with best motor benefit. However, given the small volume of the STN, in patients with neuropsychological disturbs, it is unknown whether DBS selectively influences the limbic territory or exerts its influences during the current spread from an active electrode with good motor benefit within the sensorimotor STN'.
However, without knowing where the contacts were placed within the STN [13] or within the STN area [3] [4] [5] [6] no attempt can be made to evaluate which were the most probable structures affected by the current spread from the site of implanted contacts [14, 15] . Dear Sir, I read the article 'Suicide attempts after subthalamic nucleus stimulation for Parkinson's disease' by Rodrigues et al. [1] with great interest.
In their study the authors report on 3 retrospectively analyzed Parkinson's disease (PD) patients, with a median disease duration of 13 years, who attempted suicide after deep brain stimulation (DBS) intervention.
In the first patient the suicide attempt was reported 2 months after the DBS intervention, coinciding with a period marked by worsening marital problems.
In the second patient the suicide attempt was reported 3 months after the first DBS procedure that occurred without electrode placement due to lack of intraoperative motor benefit; a second suicide attempt by this patient was reported 13 months after the second successful DBS surgery.
In the third patient the suicide attempt was reported 15 months after the DBS intervention. The authors write, 'Our patients refused further study with postoperative cerebral MRI and our standard postoperative cerebral CT (3-mm slices) would only be merely speculative for determining the positioning of the active contacts, nevertheless the excellent motor outcome in the three referred patients is indicative of electrode location in the STN'.
Some comments are needed here:
The statement that the 'excellent motor outcome in the three referred patients is indicative of electrode location in the STN'
The authors write that 'STN-DBS patients need a closer postoperative psychiatric and behavioral follow-up'. It is surprising that the authors although placing such emphasis on STN DBS as the major potential cause of the suicide attempts make no effort to mention their surgical procedure and fail to consider altogether that the first suicide attempt in the second patient occurred in absence of any stimulation, given that no electrodes were implanted in the first place.
The authors write, 'Perhaps in patient 1, previous marital issues had an extreme change after he gained motor independence'. What is the relationship between marital problems and motor independence in this case? Do suicidal ideation and suicide not occur as well in perfectly healthy subjects with marital problems? [16] .
Is the mild temporal relation between intervention and the suicide attempt in itself evidence enough to consider STN DBS as the culprit?
Psychiatric disturbances in DPI after DBS are a fascinating and controversial theme. There are very few multicenter studies [1] and several case reports [2, 3] on this theme. Isolated clinical reports lack consistency but add the first background hypothesis to be objectively scrutinized in larger studies.
The DBS current may spread to the nonmotor STN, limbic and associative areas. It is thus important to localize with a high degree of precision the STN and its functional subdivision into sensorimotor, associative and limbic territories. Therefore, we acknowledge that our statement 'excellent motor outcome … is indicative of electrode location in the STN' is incomplete. A precise lead position (e.g. with thinner CT imaging slices) [4] could have been performed. Nevertheless, in practical clinical terms (intra-and postoperative) we find it very important to stress that an excellent motor response is not, in the majority of the cases, a good predictor of a correct placement of the electrode. But perhaps this excellent motor response also resulted in excessive withdrawal of levodopa therapy in our patients, which has been associated with postoperative apathy and suicide attempts [1] .
We clearly state in our article that all 3 patients had attempted suicide after STN stimulation.
When seeking the etiopathogenicity and culprits of suicide attempts in DPI after DBS we usually find several reasons: either the patient was wrongly selected and psychiatric morbidity was not well documented; the lead was misplaced in a nonmotor STN subnucleus; postoperative levodopa withdrawal; postoperative behavioral red flags were undervalued by the clinician, or there are unpredictable impulsivity behaviors caused by STN-DBS [5] . In our article, we assumed and still leave open all these possibilities.
Meanwhile, as doubt prevails and while we are still researching the positioning of DBS contacts in the STN topography and its influence in cortico-subcortical circuits, the preoperative impulsivity exclusion criteria, or even the more extensive neuropsychological screening batteries trying to depict the complexity of the human mind, a practical and immediate attitude should be a closer postoperative clinical follow-up.
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